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I.  Background and Introduction

The Global Commitment to Health is a Demonstration Initiative operated under a Section 1115(a) waiver
granted by the Centers for Medicare and Medicaid Services (CMS), within the Department of Health and
Human Services (HHS).

The state of Vermont is a national leader in making affordable health care coverage available to low-
income children and adults. Vermont was among the first states to expand coverage for children and
pregnant women, through the 1989 implementation of the state-funded Dr. Dynasaur program. In 1992,
Dr. Dynasaur became part of the state-federal Medicaid program.

When the federal government introduced the state Children’s Health Insurance Program (CHIP) in 1997,
Vermont extended coverage to uninsured and under-insured children living in households with incomes
below 300 percent of the Federal Poverty Level (FPL).

In 1995, Vermont implemented an 1115(a) waiver program, the Vermont Health Access Plan (VHAP);
the primary goal was to expand access to comprehensive health care coverage for uninsured adults with
household incomes below 150 percent (later raised to 185 percent) of FPL, through enrollment in
managed care. VHAP also included a prescription drug benefit for low-income Medicare beneficiaries
who did not otherwise qualify for Medicaid. Both waiver populations pay a modest premium on a sliding
scale based on household income.

Implemented October 1, 2005, the Global Commitment converted the (then Office) Department of
Vermont Health Access (DVHA), the state’s Medicaid organization, to a public managed care model. The
Agency of Human Services (AHS) pays DVHA a lump sum premium payment for the provision of all
Medicaid services in the state (with the exception of the Long-Term Care Waiver, managed separately).

A Global Commitment to Health Waiver amendment, approved October 31, 2007 by CMS, allowed
Vermont to implement the Catamount Health Premium Subsidy Program with the corresponding
commercial Catamount Health Plan (implemented by state statute October 1, 2007) for incomes up to 200
percent of the FPL to reduce the number of uninsured citizens in Vermont.

The Catamount Plan is a health insurance product offered in cooperation with Blue Cross Blue Shield of
Vermont and MVP Health Care that provides comprehensive, quality health coverage at a reasonable cost
regardless of how much an individual earns. Subsidies are available to those who fall at or below 300
percent of the FPL. On December 23, 2009 a second amendment was approved that allowed Federal
participation for subsidies up to 300 percent of the FPL, and allowed for the inclusion of Vermont’s
supplemental pharmaceutical assistance programs in the Global Commitment to Health Waiver. Renewed
January 1, 2011 the current waiver continues all of these goals.

The Global Commitment provides the state with the ability to be more flexible in the way it uses its
Medicaid resources. Examples of this flexibility include new payment mechanisms (e.g., case rates,
capitation, combined funding streams) rather than fee-for-service, to pay for services not traditionally
reimbursable through Medicaid (e.g., pediatric psychiatric consultation) and investments in programmatic
innovations (e.g., the Vermont Blueprint for Health). The managed care model also requires inter-
departmental collaboration and reinforces consistency across programs.

One of the Terms and Conditions of the Global Commitment Waiver requires the State to submit an
annual report. This is the report for the seventh waiver year, federal fiscal year 2013, which ended on
September 30, 2013.


http://www.bcbsvt.com/catamount
http://www.bcbsvt.com/catamount
http://www.mvpvermont.com/member/#viip

Highlights and Accomplishments

The AHS and the DVHA worked diligently with CMS on Global Commitment waiver renewal
during FFY13, which was approved for October 2, 2013 through December 31, 2016.

Throughout FFY13, the State of Vermont put forth significant effort in developing Vermont
Health Connect, a state-based health benefit exchange for individuals and small businesses in
Vermont, which was launched on October 1, 2013. To date, nearly 88,000 Vermonters have
submitted applications for coverage through Vermont Health Connect.

Efforts were initiated for development of the enterprise MMIS RFP during 2013.

The AHS collaborated with community providers to create a coordinated, systemic response to the
complex issues of opioid addictions in Vermont, referred to as the Care Alliance for Opioid
Addiction (a Hub and Spoke model).

External Quality Review - the DVHA with its IGA partners was found to be 99% in compliance
with the external quality review standards.

In 2013, the Managed Care Medical Committee (MCMC) was re-organized with new
chairpersons, some new members, and a new charter and renewed vision for the work of this
committee. The MCMC members bring a diverse range of expertise in clinical care, clinical
policy-making and quality assurance work. The new charter charges this group with developing
clinical criteria, documentation standards, utilization management policies and other
policies/projects that have clinical implications. The Committee received training on data and
analytics during 2013.

The Compliance Committee was formed in 2013. The group will be responsible for guiding
compliance activities and will work closely with our Quality Committee, Quality Unit, Program
Integrity Unit and representatives from our IGA departments.

The DMH made significant resource investments into community-based mental health services
during FFY13, including expansion and improvement of emergency room, crisis and residential
supports, flexible outpatient services, housing subsidies, and peer supports. Notably, two new
residential providers began operation in FFY13: Middlesex Therapeutic Community Residence,
and Second Spring — Westford.



1. Project Status
i.  Vermont Health Connect

The State of Vermont launched VVermont Health Connect, a state-based health benefit exchange for
individuals and small businesses in Vermont, on October 1, 2013. To date, nearly 88,000 Vermonters
have submitted applications for coverage through Vermont Health Connect. Unexpected technological
challenges in the project have led the State to expand options available to Vermonters through the open
enrollment period. This includes allowing small businesses to enroll directly through insurance carriers
and individuals to extend their current coverage until the end of March 2014. The State is focused on
ensuring that as many individuals as possible are enrolled in coverage, while the SOV team continues to
make progress on future development.

The State leveraged federal resources to procure, design and implement the additional technological
infrastructure needed to operate a federally compliant health insurance marketplace. This innovation
coincides with Vermont’s overarching goal of modernizing the State’s integrated eligibility system for all
of its health coverage programs. The State continues to advance these efforts to ensure the ultimate
development of one system to determine eligibility for Medicaid, CHIP, and Vermont Health Connect.
The State seeks to reuse functionality and share data and logic across human services to improve
efficiency and scalability.

On December 17th, 2012 Vermont signed a system integration contract with CGI to purchase services for
the implementation of core technology components necessary to create Vermont Health Connect. CGI has
partnered with Exeter Consulting Group to implement the OneGate Exchange Product for the State. This
pre-configured product greatly expedited Vermont’s delivery and positioned Vermont Health Connect to
meet its mission to provide Vermonters’ access to public and private healthcare benefits throughout open
enrollment. OneGate leverages existing State software licenses (Oracle) and provided out-of-the-box
ACA compliance rules for eligibility and the enrollment application. Additionally, OneGate had pre-
designed the workflows for SHOP, Plan Selection, and the back-end case management process.

a. Legislative Activity

VVermont benefits from a high level of support for healthcare reform at the highest levels of State
government. Act 48 of 2011 authorized Vermont Health Connect, Vermont’s Health Insurance
Marketplace, within the existing DVHA, the State’s Medicaid agency. Vermont Health Connect
employs a governance structure that includes an Executive Committee and a Deputy
Commissioner, who serves as the Chief Executive Officer for the Exchange. The State also
convened a 30-member Medicaid and Exchange Advisory Board, comprised of key Vermont
stakeholders, to provide feedback on decisions.

In 2012 and 2013, three additional pieces of legislation were passed, facilitating further
development of Vermont Health Connect. In May 2012, Act 171 was signed by Governor Peter
Shumlin (i.e., H. 559, “An Act Relating to Health Care Reform Implementation™). Act 171
included the following core policy components:

» Merging the individual and small group markets;

* Eliminating an “outside-Exchange” market by permitting health issuers to sell insurance
for individuals and small employers only through Vermont Health Connect;

* Retaining the current Vermont definition of a small employer as an employer with 50 or
fewer employees until January 1, 2016;



« Mandating Vermont Health Connect to offer Bronze plans (initially removed through Act
48);

« Separating broker commissions from health plan premiums, and requiring that the
commissions be charged directly as a separate, transparent fee; and

» Allowing the State to compensate brokers for assisting with qualified health plan
enrollment and application for premium tax credits and cost-sharing reductions through
Vermont Health Connect.

In May 2013, the Vermont Legislature approved two health reform initiatives. H.107 focuses on
technical changes and specific policy directives related to Vermont Health Connect operations,
such as the exclusion of seasonal workers from the calculation of exchange eligibility for small
businesses. The Administration also requested emergency rulemaking authority from the
legislature regarding changes to eligibility, enrollment, renewals, grievances and appeals, public
availability of program information, and coordination across health benefit programs. This
authority allows the State to revise and coordinate existing agency health benefit program rules
into a single integrated and updated code for the effective launch and operation of Vermont Health
Connect.

The State Budget Bill allocated additional premium assistance and cost-sharing reductions for
low-income Vermonters. This affordability provision has reduced premium costs by an additional
1.5% of household income for Vermonters up to 300% FPL who are purchasing non-group
policies through Vermont Health Connect. In addition to state-based premium assistance, the law
also increases cost-sharing assistance for Vermonters between 200% FPL and 300% FPL.

b. Outreach & Education

Vermont continues to prioritize engagement and collaboration with key partners and stakeholders
to ensure the successful design, development, and implementation of Vermont Health Connect.
The State uses advisory meetings, public forums, media inquiries, and other interactions to
educate Vermonters about the State’s vision for health care reform and the role of the Exchange in
that vision. The State also values the input of Vermonters in the process of building the Exchange,
soliciting input through formal structures and information interactions.

An important priority for Vermont Health Connect is providing effective consumer assistance to
individuals and small businesses. Vermont has developed goals for the consumer experience
within the Health Insurance Marketplace for both individuals and small businesses. The mission of
Vermont Health Connect is to provide all Vermonters with the knowledge and tools needed to
easily compare and choose a quality, affordable, and comprehensive health plan. Vermont Health
Connect has identified four functions that it feels are critical in providing the level of consumer
support required by the ACA.

1. Creating a call center with a toll-free hotline to assist all Vermonters seeking health
insurance;

2. Developing a broad network of Navigators and in-person assister personnel;

3. Working closely with agents and brokers; and

4. Building on the capacity of the existing Office of the Health Care Ombudsman

The State utilized federal funding to contract with GMMB for the creation of a comprehensive
outreach and education plan for Vermont Health Connect. The Outreach and Education Plan



provides direction on Vermont Health Connect’s target audiences, outreach strategies, materials
development, media, and state employee communications. The target audiences detailed in the
plan address the populations identified in 45 CFR 155.130. The plan also adds key sub-
populations to the primary audiences list, including (1) young adults (18-34), as they make up the
largest portion of the uninsured population in Vermont, and (2) Catamount Health beneficiaries, as
they were covered by a State program and are transitioning to Vermont Health Connect in 2014.
Additionally, because Vermont has one of the lowest uninsured rates in the country but a high
underinsured rate, Vermont’s underinsured population is a priority for Vermont Health Connect.

The Outreach and Education Plan explores a variety of tactics for reaching these populations with
the goal of engaging them and driving them to the Vermont Health Connect website or an in-
person assister where they can learn more about Vermont Health Connect and get enrollment
assistance. The plan was completed in late 2012 and has been implemented in stages, beginning in
early 2013. As a part of its outreach and education activities, Vermont Health Connect has
deployed a statewide In-Person Assister Program (IPA) consisting of trained and registered
Navigators, Brokers, and Certified Application Counselors. Using Level 1A funding, Vermont
contracted with HES Advisors and their subcontractors at Cope & Associates, Inc. to develop an
IPA training program that met federal guidelines and ensured that individuals would be
appropriately trained. A comprehensive training plan was developed and executed. The plan
included specific training goals, a competency model, curricula development, and high level
module content. To date, the State has trained and registered 199 Navigators, representing 31
organizations and 76 locations across the state, as well as 65 Certified Application Counselors and
154 registered brokers, who are currently working in the field to sign individuals and businesses
up for coverage through Vermont Health Connect.

c. Plan Management

In August 2012, the DVHA provided recommendations on essential health benefits, pediatric
vision and dental coverage, and plan design to the Green Mountain Care Board (GMCB). GMCB
approved a popular BCBSVT package as the State’s benchmark plan. GMCB also accepted the
DVHA'’s recommendation on pediatric vision and dental coverage, making CHIP the benchmark
plan for pediatric oral and FEDVIP the benchmark plan for pediatric vision. Finally, GMCB
accepted the DVHA’s proposed approach to the development of exchange plan designs through
which each participating carrier would offer state-specific “standard” plan designs as well as the
potential for additional “choice” plans through Vermont Health Connect. State-specific plans are
offered at all metal tier levels — two bronze, two silver, one gold, and one platinum. Carriers were
also provided with the option of crafting and offering non-standard plans within set parameters at
the bronze, silver, and gold metal tier levels. Both carriers accepted this option and submitted non-
standard plan designs that offer a range of choices among the metal levels, prioritize low cost-
sharing for primary care services and generic drugs, and allow portability. The inclusion of
portability ensures that individuals have consistent coverage options regardless of their
employment situation. The State issued an RFP for these plans in November 2012. Forms were
submitted by carriers in January 2013 and rates were filed in March 2013.

Form and Rate Review is conducted by the Department of Financial Regulation (DFR). Utilizing
the actuarial expertise of Oliver Wyman, DFR completed its regulatory process in May of 2013,
certifying 26 plans. These recommendations were provided to the GMCB and public hearings
were held in June and July. In mid-July all 18 plans were approved by the GMCB after minor
revisions. The DVHA Commissioner Mark Larson reviewed the plan submissions and chose 18
plans to be sold on Vermont Health Connect in 2014. In August, the State entered into contract



negotiations with Blue Cross Blue Shield, MVP, and Delta Dental to offer certified plans on
Vermont Health Connect through the 2015 plan year.

In 2013, the State worked with DFR and the National Association of Insurance Commissioners
(NAIC) to support upgrades to the System for Electronic Rate and Form Filing (SERFF) interface.
The agreement allowed the State to use the web services developed by the NAIC to transfer
SERFF data between the DFR and DVHA. This service provided the carrier plan data that was
loaded in Vermont Health Connect to support plan selection and downstream enrollment
processing for Vermonters who select Qualified Health Plans through VVermont Health Connect.

ii.  Catamount Health and Employer-Sponsored Insurance

In 2013, enrollment in the Employer-Sponsored Insurance (ESI) program for the 138-185 FPL was
approximately 420 people. Enrollment in the VHAP ESIA population greatly fluctuated this year but, on
average, had approximately 250 recipients according to recent reports. Enrollment reporting for FFY 2013
is complicated by changes related to health care reform in Vermont and its impact on certain populations,
namely the beneficiaries that have qualified for MAGI Medicaid. This population unenrolled in ESI plans
or their employers stopped offering insurance, and the employees have since enrolled in coverage through
Vermont Health Connect and are receiving subsidies. For similar reasons, enrollment in the Catamount
Health premium assistance program decreased in 2013.

V. Findings
i.  External Quality Review

As a Managed Care model, the DVHA adheres to federal rules contained in 42 CFR 438. The AHS
contracts with Health Services Advisory Group (HSAG) to conduct an external independent review of the
quality outcomes and timeliness of, and access to care furnished by the DVHA to its Medicaid enrollees.

During this year, the AHS Quality Improvement Manager (QIM) worked with the External Quality
Review Organization (EQRO) to prepare documents for the 2013 review activities. Before any activities
could take place, a time line was reviewed and agreed upon. With this time line in place, a work plan was
created for each of the three required activities. These documents included the following information: key
task, due date, responsible party, and any applicable comments. Once completed, these documents were
shared with DVHA and its IGA partners and made final ahead of the on-site and desk reviews. During
this time, the PIP summary form, compliance review tool, and performance measure review guides were
also developed by the EQRO with input from AHS QIM. These are the tools that are used by the EQRO
to gather data that assesses DVHA’s performance relative to quality assessment and improvement
requirements as well as their ability to comply with State and Federal Medicaid managed care standards.
In order to define the scope of the review, the AHS QIM finalized the performance measures subject to
validation, identified the performance improvement expectations, and agreed upon the Medicaid managed
care standards to be reviewed. This year’s compliance review involved Federal and State access
standards (including enrollment and disenrollment requirements); the PIP continued last year’s project
and addressed the appropriate use of medications for the treatment of congestive heart failure (CHF); and
the performance measures subject to validation were the same as those validated in 2012. This allows for
a continued opportunity to track and trend measure rates/results over time.

In addition to preparing physical documents, the AHS QIM worked with DVHA staff to help them
prepare for the upcoming EQRO review activities. This included participating in face-to-face meetings
and conference calls between DVHA and the EQRO to determine how best to report PIP activities
undertaken during the past year on the newly approved PIP Summary Form, clarifying requirements on



the ISCAT document, as well as, clarifying the requirements associated with the measurement and
improvement compliance standards. All tools and supporting documents were posted to the EQRO FTP
site by the due date.

As in previous years, the AHS QIM attended both on-site EQRO reviews (i.e., review of compliance with
standards and performance measure validation) and participated in the desk review of the performance
improvement project. The EQRO conducted the validation of performance measures activities as outlined
in the Centers for Medicare & Medicaid Services (CMS) publication, EQR Protocol 2: Validation of
Performance Measures Reported by the MCO: A Mandatory Protocol for External Quality Review
(EQR), Version 2.0, September 1, 2012. The performance measures were reported and validated for the
measurement period of calendar year 2012 (i.e., January 1, 2012 through December 31, 2012). The
EQRO conducted the review via the following off site activities: Information Systems Capabilities
Assessment Tool (ISCAT) and supporting documents, source code (programming language) for
performance measures, and SFY 2011-2012 Validation of Performance Measures report. On-site
activities included the following: evaluation of system compliance, overview of data integration and
control procedures, and opening/closing conferences. The EQRO determined that all performance
measures were fully compliant with the specified standards and AHS should accept the measures as
reliable and valid.

Specific EQRO validation of performance measures findings demonstrated that DVHA maintained a high
degree of electronic claims data and automated processes which enhanced the validity of data. DVHA
continued to invest time and resources in the performance measure reporting and audit reporting processes. In
the performance measure and HEDIS team, DVHA strived to obtain complete and accurate data, and the
quality team has been reviewing performance measure rates in detail to identify mechanisms to improve
quality of care and outcomes for Medicaid beneficiaries, Performance trends continued to improve in some
areas with other areas continuing to require additional DVHA improvement initiatives to increase the rates.
DVHA continued to perform well for the Antidepressant Medication Management, Annual Dental Visits, and
Children’s and Adolescents’ Access to Primary Care Practitioners measures. DVHA obtained a notable rate
increase in the Adult’s Access to Preventive/Ambulatory Health Services—65+ Years indicator and more
modest increases for other cohorts. The indicators for Comprehensive Diabetes Care continued to be a
challenge for DVHA. CDC—Eye Exams performed between the national Medicaid 25th and 50th
percentile, while the other three indicators, (HbAlc Testing, LDL-C Screening, and Medical Attention for
Nephropathy) fell below the national Medicaid 5th percentile. Although DVHA initially took the EQRO’s
recommendations to report this measure using hybrid reporting, due to insufficient planning time for
medical record procurement and abstraction, DVHA decided to forgo hybrid reporting for HEDIS 2013.
The Use of Appropriate Medications for People with Asthma—5-11 Years and several indicators for the
Well-child Visits in the First 15 Months of Life measure (i.e., 2, 3, 4, and 5 Visits) also presented
opportunities for improvement. For the Use of Appropriate Medications for People with Asthma—5-11
Years indicator, the HEDIS 2013 rate showed a decline from HEDIS 2012 for 4.48 percentage points,
including a rank below the national Medicaid 25th percentile. Although there has been minor changes in
the Well-Child Visits in the First 15 months of Life measure, most of the indicators for this measure
ranked below the national Medicaid 25th percentile.

Also during this year, the EQRO reviewed DVHA’s ability to comply with the Centers for Medicare &
Medicaid Services (CMS) Access Standards (42 CFR 438 §206-210), the enroliment and disenroliment
requirements from the CMS Structure and Operation Standards, at 42 CFR 8438.226 as well as state-
specific requirements contained in the AHS/DVHA intergovernmental agreement (IGA). The EQRO
performed an office-based desk review of DVHA’s documents as well as an on-site review that included
reviewing additional documents, observing demonstrations of DVHA’s information system capabilities
related to areas such as coordination of care, and conducting interviews with key DVHA staff members.
Of the 71 applicable requirements, DVHA obtained a score of Met for 69 of the requirements and a score



of Partially Met for 2 elements. As a result, DVHA obtained a total percentage of compliance score of
98.59 percent across the applicable elements, for a rounded score of 99.0 percent compliance. DVHA’s
performance represented a substantive improvement from its performance in the EQRO’s 2009-2010
review of the same standards.

DVHA’s overall percentage of compliance score was 99 percent, indicating strong performance and a
thorough understanding of the Medicaid managed care standards and the associated AHS IGA
requirements the EQRP reviewed. The EQRO identified the following DVHA strengths:

e As in the prior years when conducting compliance reviews, the EQRO continued to experience
AHS’ and DVHA’s strong commitment to building systems of care and services that meet the
applicable CMS and State requirements, but always with the goal of embracing beneficiary-
focused decisions, processes, and services. DVHA staff members’ enthusiasm for the work that
they are doing and the palatable excitement they express about DVHA’s new initiatives and
continually doing the right thing for beneficiaries was very clear to the EQRO reviewers.

e At the time of the EQRO’s review, AHS and DVHA were engaged in numerous State-level
innovative change and improvement initiatives in service delivery and funding models. As noted
earlier, AHS and DVHA are frequently recognized by CMS, national health care associations and
organizations, other state Medicaid agencies, and the EQRO as pioneers, innovators, and among
the most proactive and leading managed health care systems in the nation in providing services to
beneficiaries.

e DVHA'’s documentation and the information staff provided during the interview demonstrated that
the organization had (1) continued to increase the frequency and quality of it’s monitoring of
vendors’/contractors’/IGA partners’ performance, and (2) enhanced inclusion of its IGA partners
in planning and quality improvement discussions and initiatives.

For this year’s 2012—-2013 performance improvement project validation, DVHA submitted its continuing
PIP topic: Increasing Adherence to Evidence-Based Pharmacy Guidelines for Members Diagnosed with
Congestive Heart Failure. In its PIP evaluation and validation, the EQRO used the Centers for Medicare
& Medicaid Services (CMS) publication, Validating Performance Improvement Projects: A Protocol for
Use in Conducting Medicaid External Quality Review Activities, final protocol, Version 1.0, May 1, 2002
(CMS PIP Protocol). This year, the External Quality Review Organization (EQRO) evaluated the
technical methods of the Performance Improvement Project (PIP) up to and including step ten (i.e., assess
for sustained improvement). The EQRO’s review determined that the PIP design (e.g., study question,
indicator(s), population, sampling techniques, data collection methodology, and data analysis plan) and
implementation was based on sound methodological principles and could reliably measure outcomes.
The PIP received an overall Met validation status when originally submitted. DVHA elected not to
resubmit the PIP for a second and final validation because the one evaluation element that received a Not
Met validation score was related to indicator outcomes and could not be improved with a resubmission.
Overall, 96 percent of all applicable evaluation elements received a score of Met. The percentage of
applicable evaluation elements Met remained the same as the 2011-2012 validation score with the same
evaluation element in Activity IX receiving a Not Met score. This was the third and final year DVHA
conducted its PIP—Increasing Adherence to Evidence-Based Pharmacy Guidelines in Members with
Congestive Heart Failure. DVHA'’s strong performance in the Design and Implementation stages
indicated that the PIP was designed appropriately to measure outcomes and improvement. DVHA was
able to achieve sustained improvement over comparable measurement periods without a statistically
significant decline in performance.

After the desk and onsite reviews were conducted, the AHS QIM worked with the EQRO to develop final
reports for each activity as well as the Annual Technical Report. This document combines the results of
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all three external quality review activities and identifies strengths and challenges associated with the three
activities as well as making recommendations to improve the timeliness, access, and quality of services
provided by the MCE.

In 2013, the Managed Care Medical Committee (MCMC) was re-organized with new chairpersons, some
new members, and a new charter and renewed vision for the work of this committee. The MCMC
members bring a diverse range of expertise in clinical care, clinical policy-making and quality assurance
work. The new charter charges this group with developing clinical criteria, documentation standards,
utilization management policies and other policies/projects that have clinical implications. The Committee
received training on data and analytics during the past year; additional trainings have been scheduled for
2014. Additionally, the MCMC selected, and is assisting, with a Performance Improvement Project (PIP).

The Compliance Committee was formed in 2013. The group will be responsible for guiding compliance
activities and will work closely with our Quality Committee, Quality Unit, Program Integrity Unit and
representatives from our IGA departments.

Finally, new drafts of our IGA documents were developed and edited during this year. The DVHA
anticipates that the final drafts of these documents will be negotiated into signed agreements in early
2014. The new IGAs are designed to clarify major compliance, monitoring and reporting duties of both
the DVHA and IGA partners.

ii.  Quality Assurance and Performance Improvement Activities

During the first part of 2013, the DVHA Quality Director and the AHS Quality Manager collaborated to
develop a new structure and focus for the quality committee and to identify the appropriate committee
members. Meetings were held with the IGA partner representatives to review compliance activities,
ongoing performance improvement efforts and opportunities for cross-departmental quality initiatives. As
part of the ongoing oversight activities, the DVHA Quality Unit worked with the IGA partner
representatives in gathering the evidence of compliance around authorization of services. Meetings were
held with the Department of Mental Health (DMH) and the Vermont Department of Health (VDH) to
update their authorization manuals. The new DVHA Quality Committee updated the committee charter,
which included an increased focus on quality improvement. New members representing the IGA partners
were identified and several meetings were held focusing on the development of the IGA partners’ quality
plans. The DVHA Quality Committee developed a new Quality Plan and Quality Work Plan, which
encompassed quality planning, compliance and quality improvement. Work continued throughout the
year on identifying quality indicators that each of the IGA partners will be reporting to the DVHA Quality
Committee.

The DVHA Managed Care Compliance Director and the DVHA Quality Improvement Director worked to
develop the DVHA Compliance Plan. The DVHA Managed Care Compliance Director is responsible for
this plan and reports to the DVHA Quality Committee regularly on the oversight activities of the DVHA
and the IGA partners. The committee identifies areas for improvement and tracks quality improvement
projects.

The MCMC approved a new PIP focusing on improving follow-up care after psychiatric hospitalization.
The project will be led by the DVHA Quality Unit and monitored by the Quality Committee. In
December 2012 the DVHA was awarded the CMS Adult Quality Measures Grant. Utilizing resources
from the grant, the DVHA began work on developing the infrastructure to produce 17 of the CMS adult
core performance measures, including developing the capacity to perform the chart reviews necessary for
measures that require the hybrid methodology. The DVHA has also implemented two PIPs utilizing
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resources from the grant. The two projects are focused on increasing breast cancer screenings and
improving initiation and engagement in substance abuse treatment. The DVHA will follow CMS
protocols for implementing PIPs. Both projects include partners from across the AHS as well as
community partners and stakeholders. The DVHA PIP titled “Increasing Adherence to Evidence-based
Pharmacy Guidelines for Members Diagnosed with Congestive Heart Failure ” was completed during this
year and was validated by the external quality review organization.

In addition to the three formal PIPs, the DVHA continues to participate in the Agency Improvement
Model (AIM) trainings and completed three informal process improvement projects. These three projects
focused on improving the out-of-state referral process, decreasing the time for out-of-state provider
enrollment exceptions, and increasing awareness of the psychiatric emergency bed programs.

During this year, the MCMC performed the final review of the Buprenorphine Practice guidelines and the
guidelines were approved. A new provider mapping tool was presented to the committee which would
improve the committee’s ability to assess access to services. The new tool will provide the committee
with data on travel times for PCPs and specialty care providers.

Members of the DVHA Quality Unit continued to participate in the AHS Performance Accountability
Committee and developed a DVHA Performance Accountability Plan. Members also participated in the
AHS Results Based Accountability steering committee.

Throughout the year the DVHA Quality Unit and the DVHA Data Unit worked closely on identifying and
producing performance measures. Members of the DVHA Quality Unit participated in the committees to
develop the measures for the ACOs under the SIM grant as well as the statewide Common Physician
Measurement Group. Members of the DVHA Quality Unit also worked closely with the Blueprint for
Health and UVM’s Vermont Child Health Improvement Program (VCHIP) on the state awarded five-year
CHIPRA Quality Demonstration Grant. Resources from the grant supported the Blueprint for Health’s
expansion to pediatrics and during this year work began on the evaluation of the grant activities.

a. Quality Strategy

Using the findings of the 2012/2013 EQRO Annual Technical Report as well as information designed to
monitor plan performance (e.g., performance measures, beneficiary survey data, grievance/appeal reports,
etc.), the AHS PAC will assess of the quality of managed care services offered by the Department of
Vermont Health Access. During the process, the Vermont Quality Strategy will be reviewed to evaluate
its effectiveness. While no issues with the current Quality Strategy were identified in the past year, it is
expected that the PAC will recommend modifications to the strategy during the upcoming year. The
modifications will allow the plan to conform to the new guidance provided by CMS as well align with the
broader National Strategy for Quality Improvement in Health Care (National Quality Strategy).
Modifications will also align the document with the Vermont AHS Strategic Plan. Finally, the AHS
Performance Accountability Committee (PAC) will recommend that the updated version of the strategy
follow the formatting requirements as set forth in Section 508 of the Rehabilitation Act (29 U.S.C.
8794d). Once feedback has been incorporated, a draft of the strategy will be made available for public
comment before adopting it in final. Going forward, the AHS Performance Accountability Committee
will be responsible for conducting periodic reviews of the quality strategy.

iii. Evaluation Activities
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During this year, the AHS Quality Improvement Manager worked with evaluation staff at the Pacific
Health Policy Group (PHPG) to develop an evaluation report as well as an updated demonstration
evaluation plan. A full evaluation report and modified evaluation plan accompanied Vermont’s recent
waiver renewal application. As the demonstration moves forward, the evaluation will continue to
determine its progress toward accomplishing the three goals of increasing access, improving quality, and
controlling costs and will include both quantitative and qualitative analyses of enrollment statistics,
quality of health care measurement information, and beneficiary survey results. The AHS QIM will
continue to work with evaluation staff at the Pacific Health Policy Group (PHPG) through the end of the
current waiver period to finalize the evaluation. During this time, the AHS QIM will also continue to
collaborate with other separate, yet related Vermont health reform evaluation activities in an attempt to
align efforts, facilitate data needs, and minimize duplication of efforts as well as burden on project
participants.

iv.  Provider and Member Relations

In 2013, the Provider and Member Relations Unit coordinated communications to consumers regarding
the State’s health insurance exchange, health plans and other member information through various public
communication channels. Articles about Vermont Health Connect were featured in the annual Green
Mountain Care Member Newsletter (available via
http://www.greenmountaincare.org/sites/gmc/files/Igmc-newsletter-fall-2013.pdf). These articles
educated readers about the State’s health insurance exchange and impending changes to insurance
coverage. For example, an article titled “Is My Plan Changing?” addressed continuation of Medicaid and
Dr. Dynasaur coverage for beneficiaries who met eligibility criteria, and coverage options relating to the
sun-setting of CHAP, VHAP, ESIA and some pharmacy programs. Finally, consumers seeking
information on health plans and member information for Green Mountain Care programs are linked to an
updated website (http://www.greenmountaincare.org/) that provides easy navigation to relevant
information about health plans and other member information, including links to Vermont Health Connect
and how to apply for public plans.

V. Cost Containment Initiatives

i.  Vermont Chronic Care Initiative

The goal of the Vermont Chronic Care Initiative (VCCI) is to improve health outcomes of Medicaid
beneficiaries through addressing the increasing prevalence of chronic illness. Specifically, the VCCI is
designed to identify and assist Medicaid beneficiaries with chronic health conditions in accessing
clinically appropriate health care information and services; coordinate the efficient delivery of health care
by attempting to remove barriers, bridge gaps, and avoid duplication of services; and educate, encourage
and empower members to eventually self-manage their chronic conditions. The VCCI is a component of
the DVHA health care reform goals and the supporting strategic plan. The VCCI employs 28 licensed and
non-licensed professional staff, and contracts with an external vendor to provide supplemental services
that include assistance with advanced data analytics and additional clinical and professional staff.

The VCCI uses a holistic approach to evaluate both medical and behavioral health conditions, as well as
the socioeconomic issues, that often are barriers to sustained health improvement (e.g. housing, pharmacy
co-pay). The VCCI emphasizes evidence-based, planned, integrated and collaborative care for
beneficiaries who exhibit high-prevalence chronic disease states, high-expense utilization, high
medication utilization, and/or high emergency room and inpatient utilization for ambulatory care sensitive
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conditions (ACS). Eligible members account for the top 5% of utilization of these services; they are on a
trajectory to become “super-utilizers”. There are roughly 32 chronic conditions that are generating high
utilization patterns. Most recent data for the VCCI eligible cohort indicates that the top 5% accounts for
39% of the Medicaid spend. This includes 20% of all ACS ED costs, about 60% of ACS inpatient costs,
and 88% of hospital readmission costs. Our strategy of embedding staff in high volume hospital and
primary care sites continues to support population engagement in these high utilization areas at the point
of need and supports transitions between hospital and community care settings.

Ultimately, the VCCI aims to improve health outcomes by supporting better self-care and lowering health
care expenditures through appropriate utilization of health care services. By targeting predicted high cost
beneficiaries, resources can be allocated where there is the greatest cost savings opportunity. The VCCI
focuses on helping beneficiaries understand the health risks of their conditions and engage in behavioral
changes to improve their overall health by facilitating access to, and effective communication with, their
primary care provider (PCP).

The VCCI continues to expand upon the 2010 strategy to embed state-employed licensed staff in partner
locations. At the end of FFY 2013, the VCCI had staff in 18 locations including nine AHS district office
sites, two high-volume hospitals and seven PCP sites. The VCCI is scheduled for expansion to a tertiary
care facility and a large FQHC in the first quarter of 2014. The embedded approach fosters strong
provider relationships and direct referral for high risk populations, ‘real time’ case findings at the point of
service within the PCP site or hospital. The goal of this approach is to reduce readmissions rates in this
cohort from 93% of all hospital readmissions to 88%, per vendor data. The embedded model also
provides an opportunity for enhanced coordination and planned transitions in care with hospital partners
and primary care sites, as well as with home health agencies who may be delivering skilled nursing care
after discharge.

All VCCI staff statewide interface with hospital discharge planners and case managers as appropriate
(hospital liaisons), to facilitate transitions in care. Data exchanges from partner hospitals via secure FTP
site transfers provide the VCCI team with daily census data for both inpatient and ED admissions.
Currently four hospitals including our tertiary care center provide these data sets electronically (FAHC,
Copley, NWMC, CVMC) while several others provide secure excel reports downloaded locally or via fax
transmittals (Rutland Regional Medical Center, Northeastern Medical Center). Our goal is to eventually
secure real time census data from all 14 hospitals in Vermont via FTP sites.

A persisting challenge for the VCCI has been timely recruitment and retention of our skilled nursing
team. The State salary range for nurses is not competitive with other hospitals and vendor efforts,
including those supported by the State (i.e., Blueprint, APS Healthcare vendor). To address this challenge,
efforts have been made to request reevaluation of the State salary structure for these high demand
positions which support health care reform goals.

The VCClI is strategically aligned with another important State health care reform efforts, the Blueprint
for Health, their NCQA certified advance practice medical homes and local Community Health Teams
(CHTs) funded by a multi-payer demonstration. VCCI staff function as members of the local CHT,
supporting both patients and providers. This collaboration supports transition between levels of care and
reduces redundancies, as VCCI supports the highest risk population and the CHT our less acute Medicaid
members. The Blueprint expanded its efforts in FFY 2013 to include ACA-funded Health Homes, with a
focus on substance abuse treatment. The VCCI is a partner in the resulting ‘hub and spoke’ teams and
offers support - without duplication - for this vulnerable population including home visits and/or co-visits
to providers as appropriate to support treatment adherence for behavioral and as well as physical health
needs.
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In addition to the core case management services for the high acuity population addressed above, the
VCCI continued its expansion of specialty service case management in 2013. Two services expanded
during this past year include the Pediatric Palliative Care Program (PPCP) and a High Risk Pregnancy
case management service. The PPCP expanded to statewide operation and served roughly 40 children
who met program criteria. The High Risk Pregnancy case management service has an initial launch
planned for Franklin County in the first quarter of FFY 2014.

a. Pediatric Palliative Care

The PPCP serves Medicaid covered children under the age of 21 who live in Vermont and who
have a life limiting condition from which they are not expected to recover. This initiative was
legislatively supported and is now covered by the Global Commitment to Health Care 1115
Waiver. Services are administered by home health agencies and in the past year roughly 40
children and families have received services which may include care coordination, family training,
expressive therapy, anticipatory bereavement counseling and medical respite. Quality
improvement efforts are underway including development of audit tools and a family satisfaction
survey with input from the statewide PPCP advisory committee.

b. High Risk Pregnancy

The VCCI expansion to include High Risk Pregnancy Case Management services was delayed due
to challenges in recruitment of skilled nurses with this specialty training. Ultimately we hired two
advance practice nurses including a nurse midwife and a women’s health specialist with OB/GYN
experience. These expert clinicians have developed the early tools and operating systems to
support the launch of the high risk pregnancy service in our Franklin County service area, starting
in the first quarter of FFY 2014. Expanded partnerships with sister departments within the AHS,
including Department of Children and Families (DCF) and VDH, have been significant and
include opportunities to integrate with DCFs Children’s Integrated Services model (CIS) as well
as the Maternal Child Health (MCH) services offered by VDH, office of local health. Similarly,
the high risk pregnancy care management team will integrate with and support the ACA Health
Homes for substance abusing pregnant women who are at considerable risk. Internal stakeholder
meetings are anticipated in first quarter 2014 to facilitate this interface and prevent service
redundancy.

c. APS Contract

Since 2007, the DVHA has contracted with APS Healthcare to assist the VCCI with providing
disease management assessment and intervention services to Vermont Medicaid beneficiaries with
chronic health conditions. The VCCI has progressively migrated away from traditional telephonic
disease management and in 2011 implemented a combination of individual and population based
strategies with primary focus on those in the top 5% of service utilization.

The VCCI has found this approach more effective with its highest cost/highest risk beneficiaries
as staff are able to communicate directly at the local level with provider, partners, patients and
their families to support direct engagement and trusting relationships. Our 2011 contract was
100% risk based with a guaranteed 2:1 ROI. In State FY (SFY) 2012, the VCCI delivered a net
$11.5 million ROI which included both APS and the DVHA staff efforts. Consistent with this, we
were also able to effectively reduce ED, IP and readmission rates. The DVHA is working towards
procurement of an enterprise-level Care Management system, and the RFP process is currently
underway. As a result, the DVHA further extended our contract with APS Healthcare on July 1,
2013 for a one year period with a new expiration date of June 30, 2014 to assure uninterrupted
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operation during the procurement and transitional phase to the new enterprise level care
management vendor.

APS is providing enhanced information technology and sophisticated decision-support tools to
assist the VCCI case management staff to outreach the most costly and complex beneficiaries
based on risk and ability to positively impact results. APS also continues to provide supplemental
population-based gap in care reports to the VCCI field-based staff, who also support the Blueprint
NCQA providers and their Community Health Team staff.

d. University of Vermont

The DVHA has also contracted with the University of Vermont (UVM) for VCCI program
evaluation, and for assistance with identifying and implementing quality improvement projects. A
clinical PIP was developed, focusing on heart failure which is one of the high cost, high risk
chronic conditions that VCCI targets. The PIP was designed and implemented according to the
CMS PIP requirements related to quality outcomes. The PIP topic addressed the appropriate
treatment of heart failure, a progressive chronic condition. Patients with heart failure are managed
through both APS and the DVHA’s VCCI staff. An important component of outpatient
management of heart failure is appropriate use of evidence-based pharmaceutical treatments. The
DVHA received a score of 96% for the two-year intervention study which ended in FFY 2013.
However, the VCCI continues to focus on this important condition as one of the five diseases for
which the VCCI implements population-based provider health registries on gaps in evidence-
based care.

The following are highlights of the VCCI for FFY 2013:

The VCCI demonstrated a net savings in SFY 2012 of $11.5 million, in partnership with APS staff.
Data for SFY 2013 will not be available until February 2014 due to the six-month claims run out
required for calculation.

Based on 2012 data, VCCI demonstrated improvements in adherence to evidence-based care for
high risk members in multiple HEDIS measures. Compared to 2011, there was a reduction of ED
usage by 4%, a reduction of Ambulatory Care Sensitive (ACS) inpatient hospitalizations by 8%, and
a decrease in 30-day readmission by 11% in 2012.

Annualized data on engagement in the VCCI during 2013 (as provided by APS Healthcare)
indicates that the VCCI maintained an average monthly caseload of 686 members, with 1,718
unique members in FFY 2013. Unique members are beneficiaries who have been assigned to VCCI
staff and have completed a Social Needs, Behavioral Risk or Transitions of Care Assessment. This
represents a slight decrease in total cases worked despite an increase in the DVHA staff; however,
there was also an increase in case duration based on higher acuity members.

The VCCI expanded its embedded staff model within hospital and primary care practice sites. The
VCCI now operates out of 18 different locations statewide including nine partner hospital and
primary care locations and nine AHS office sites.

The PPCP moved to statewide service for eligible Medicaid members under the age of 21 and with a
life-limiting diagnosis. The program works in partnership with home health agencies for service
delivery and with ongoing input from our statewide advisory committee, which includes community
partners, providers, consumer/family members, and state legislators.

Nursing recruitment and retention challenges persist despite a rewrite of all nursing positions in
2012 and adjustments in pay grade. A Market Factor has been under review by the State’s
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Department of Human Resources for an extended period and supplemental discussions on
recruitment and retention strategies are scheduled in early 2014.

e The VCCI finalized the Heart Failure PIP, achieving a 96% score. Heart failure remains a quality
improvement initiative of the VCCI statewide team and with APS colleagues.

e The VCCI completed multiple ‘patient health registries’ in 2013, including heart failure, asthma,
depression, coronary artery disease, and diabetes.

e During 2013, VCCl initiatives successfully increased hospital data sharing on daily ED and IP
census to include six of 14 hospitals. These reports are used by APS to help identify and outreach
high risk patients at the point of service need.

e The DVHA had five additional nursing and medical social worker staff certified as case managers
(CCM) by the Case Management Society of America.

e The VCCI Director was a guest speaker at the Center for Health Care Strategies (CHCS) and
National Governors Association (NGA) sponsored meeting to support states in developing high
utilizer programs to better manage care. The DVHA/VCCI was subsequently recognized by CMS
in the July 2013 bulleting as one of six model programs working with ‘super-utilizers’.

e Early efforts were initiated for development of the enterprise MMIS care management system RFP,
with VCCI leadership as the business lead within the DVHA.

e VCCl aligned with ACA Health Homes for substance using/abusing populations via the
DVHA/Blueprint and ADAP ‘hub and spoke’ efforts at the community level; in 2014, VCCI will
continue to grow these relationships.

ii.  Substance Abuse Services

In 2012, the DVHA established a Substance Abuse Unit in order to consolidate its substance abuse
services into a single, unified structure and point of contact for prescribers, pharmacists, and beneficiaries.
This unit provides seamless and integrated care to beneficiaries receiving Medication Assisted Therapy
(MAT) and/or those participating in the Team Care program or who have a Pharmacy Home. The
Substance Abuse Unit coordinates with the Care Alliance for Opioid Addiction (Hub and Spoke model),
the VCCI and the DVHA Pharmacy Unit to provide beneficiary oversight and outreach. All beneficiaries
receiving MAT services with buprenorphine have a Pharmacy Home that dispenses all their prescriptions.
In addition to overseeing these programs, the Substance Abuse Unit coordinates and facilitates prescriber
reconsideration requests and appeals when prior authorizations for controlled substances are denied.

a. Team Care Program

Federal Medicaid Law (42 CFR 431.54(e)) guides Vermont’s policies around locking in members
who over utilize Medicaid services and it states “If a Medicaid agency finds that a recipient has
utilized Medicaid services at a frequency or amount that is not medically necessary, as determined
in accordance with utilization guidelines established by the State, the agency may restrict the
recipient for a reasonable period of time to obtain Medicaid services from designated providers
only.

In many circumstances beneficiaries who exceed certain thresholds for opiates and other
controlled substances or who utilize multiple prescribers and pharmacies to obtain controlled
substance prescriptions are identified by the Team Care program. The Team Care program
personnel (through a collaborative process) will often designate one prescribing physician and one

17



pharmacy (Pharmacy Home) to improve coordination of care and decrease over-utilization and
misuse of services by participants.

Cost savings associated with the Substance Abuse Unit are expected through improved
coordination of care and through reductions in over-utilization, misuse of medications, duplicative

pharmacy payments, non-emergency health care services, unnecessary emergency room use, and

inpatient detoxification.

b. Buprenorphine Program

The DVHA, in collaboration with the VDH’s Alcohol and Drug Abuse Programs (ADAP),

maintains a Capitated Program for the Treatment of Opiate Dependency (CPTOD). The CPTOD
provides an enhanced remuneration for physicians in a step-wise manner depending on the number
of beneficiaries treated by a physician enrolled in the program. The Capitated Payment
Methodology is depicted in (Table 1) below:

Table 1. Capitated Payment Methodology

Complexity | Complexity Rated
Level Assessment Capitation Payment Final Capitated
. Induction $366.42 Rate (depends on
— BONUS the number of

. Stabilization/ $248.14 patients per
Transfer level, per

1. Maintenance $106.34 provider)
Only

The total for the four quarters (October 2012- June, 2013) is $185,752.78 (Table 2).
Table 2. Buprenorphine Program Payment Summary FFY 2013

Buprenorphine Program
Payment Summary FFY 2013
FIRST QUARTER
Oct-12 $23,454.82
Nov-12 $24,081.24
Dec-12 $16,365
1% Quarter Total $63,901.36
SECOND QUARTER
Jan - 2013 $9,818.74
Feb — 2013 $8,341.92
March- 2013 $13,541.08
2" Quarter Total $31,541.08
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Grand Total $95,442.44
THIRD QUARTER

April — 2013 $14,120.22
May — 2013 $15,739.28

June - 2013 $250,772.68

3" Quarter Total $50, 632.18

FOURTH QUARTER

July — 2013 $18,775.70
August — 2013 $8,341.92
September - 2013 $12,560.56
4™ Quarter Total $39,678.16

Grand Total $185,752.78

The development of the Vermont Buprenorphine Practice Guidelines continues to be a
collaborative effort with the Vermont Department of Health, Division of Alcohol and Drug Abuse
Programs (VDH/ADAP) and other community partners. The Buprenorphine Practice guidelines
are reviewed and updated every two years. The DVHA has revised the guidelines and they were
submitted and approved by the MCMC in November 2012.

iii.  Hub and Spoke Initiative: Integrated Treatment for Opioid Dependence

The AHS is collaborating with community providers to create a coordinated, systemic response to the
complex issues of opioid addictions in VVermont, referred to as the Care Alliance for Opioid Addiction (a
Hub and Spoke model). This initiative is focused on beneficiaries receiving Medication Assisted Therapy
(MAT) for opioid addiction. MAT is the use of medications, in combination with counseling and
behavioral therapies, to provide a whole patient approach to the treatment of substance use disorders.
Overall health care costs are approximately three times higher among MAT patients than within the
general Medicaid population, not only from costs directly associated with MAT, but also due to high rates
of co-occurring mental health and other health issues, and high use of emergency rooms, pharmacy
benefits, and other health care services.

The Hub and Spoke initiative creates a framework for integrating treatment services for opioid addiction
into Vermont’s state-led Blueprint for Health (Blueprint) model, which includes patient-centered medical
homes, multi-disciplinary Community Health Teams (CHTS), and payment reforms. Initially focused on
primary care, Blueprint’s goals include improving individual and overall population health and improving
control over health care costs by promoting heath maintenance, prevention, and care management and
coordination.

The two primary medications used to treat opioid dependence are methadone and buprenorphine, with
most MAT patients receiving office-based opioid treatment (OBOT) with buprenorphine prescribed by
specially licensed physicians in a medical office setting. These physicians generally are not well-
integrated with behavioral and social support resources. In contrast, methadone is a highly regulated
treatment provided only in specialty opioid treatment programs (OTPs) that provide comprehensive
addictions treatment but are not well integrated into the larger health and mental health care systems. To
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address this service fragmentation, Vermont is developing a state plan amendment to provide Health
Home services to the MAT population under section 2703 of the Affordable Care Act. Health Home
services include comprehensive care management, care coordination, health promotion, comprehensive
transitional care, individual and family support, and referral to community and social support services.
State-supported nurses and licensed clinicians will provide the Health Home services and ongoing support
to both OTP and OBOT providers.

The comprehensive Hub and Spoke initiative builds on the strengths of the specialty OTPs, the physicians
who prescribe buprenorphine in office-based (OBOT) settings, and the local Blueprint patient-centered
medical home and Community Health Team (CHT) infrastructure. Each MAT patient will have an
established physician-led medical home, a single MAT prescriber, a pharmacy home, access to existing
Blueprint CHTSs, and access to Hub or Spoke nurses and clinicians for Health Home services.

Five regional Hubs are planned that build upon the existing methadone OTPs and also provide
buprenorphine treatment to a subset of clinically complex buprenorphine patients, as well as serve as the
regional consultants and subject matter experts on opioid dependence and treatment. Hubs will replace
episodic care based exclusively on addictions illness with comprehensive health care and continuity of
services.

Spokes include a physician prescribing buprenorphine in an OBOT and the collaborating health and
addictions professionals who monitor adherence to treatment, coordinate access to recovery supports and
community services, and provide counseling, contingency management, care coordination and case
management services. Support is provided to Spoke providers and their Medicaid MAT patients by nurses
and licensed addictions/mental health clinicians, added to the existing Blueprint CHTs. Similar to all
CHT staff, Spoke staff are provided free of cost to MAT patients. Staff are embedded directly in the
prescribing practices to allow more direct access to mental health and addiction services, promote
continuity of care, and support the provision of multidisciplinary team care.

The below tables (Tables 3 and 4) present the patient counts for Hubs, Medicaid beneficiaries, individual
Spoke providers, practice sites and staff.

Table 3. Hub Caseload by Region

Regional Hub Programs Total # Receiving
Served Buprenorphine
Chittenden/Franklin/Grand Isle/Addison Counties 592 147
Windham/Windsor Counties 411 51
Washington/Lamoille/Orange Counties 148 45
Total 1,151 243

Table 4. Buprenorphine Providers, Spoke Funding & Staff Recruitment, and Medicaid MAT
Beneficiaries by Region

Region Providers Medicaid Staff FTE Staff FTE
Beneficiaries Funding Hired

Bennington 6 131 3 2.6
St. Albans 7 236 5 2.8
Rutland 5 206 4.5 2

Chittenden 12 352 7.25 7.35
Brattleboro 6 237 5 3.8
Springfield 3 41 1 1
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The following are highlights of the Hub and Spoke Initiative for FFY 2013:

e The DVHA/Blueprint staff responded to informal and formal questions from CMS on the Health
Home State Plan Amendment submitted to CMS the previous quarter. In consultation with CMS,
Vermont consolidated two SPA applications into one with a start date of July 1, 2013.

e The Community Health Center of Burlington is now fully participating in the initiative. At
present, these are the only two practices statewide not fully participating in the initiative. The
DVHA efforts continue to encourage engagement in Spoke staffing from the Green Mountain
Family Medicine in Rutland and Treatment Associates in Montpelier.

e By end of 2013, Spoke staffing was at 30.45 full-time employees (FTEs).

e Slightly less than 600 Medicaid beneficiaries are receiving MAT services through the Hub serving
Chittenden, Franklin, Grand Isle and Addison Counties. This Hub program secured a second
location in South Burlington and accelerated the rate of intakes for new patients.

e The Chittenden area Hub continued work with regional Buprenorphine providers and began to
prioritize access and consultation from regional Spoke providers for patients who needed more
intensive services.

e Performance contracts for the Hub programs in Central Vermont, Southeastern Vermont and the
Rutland area were executed by ADAP, with program start dates of July 1, 2013 and
November2013 respectively for the next phases of implementation.

e Spoke staff recruitment and deployment for Lamoille, Washington, Orange, Windham, and
Windham counties was largely completed by October 2013.

e Spoke staffing plans for Bennington, Rutland, Essex, Orleans, and Caledonia Counties began this
year, with program start dates of January 1, 2014 for the second phase of implementation.

iv.  Pharmacy Program

The DVHA Pharmacy Unit is responsible for managing all aspects of Vermont’s publicly funded
pharmacy benefits program. Responsibilities include but are not limited to: processing pharmacy claims,
making drug coverage determinations, administering drug reconsiderations and appeals, overseeing
federal, state, and supplemental drug rebate programs, resolving drug-related pharmacy and medical
provider issues, overseeing the contract with the prescription benefit management (PBM) contractor,
overseeing and managing the Drug Utilization Review (DUR) Board, managing of the Preferred Drug
List (PDL), assuring compliance with state and federal pharmacy and pharmacy benefits regulations,
managing an annual GC drug spend of over $135 million drug budget, and analyzing trends and seeking
innovative cost and quality initiatives. During FFY 2013, the DVHA Pharmacy Unit continued to focus
on ensuring that members receive high quality, clinically appropriate, evidence-based medications in the
most efficient and cost-effective manner. In addition, the Unit focused on health information exchange
and administrative simplification. The key performance indicators for SFY 2013 include the following:

= Total GC Drug Spend was $135,414,438.21
= Total number of GC paid prescriptions was 1,496,369
o % Brand Dugs= 351,550
o % Generic Drugs= 1,144,819
= Gross Medicaid pharmacy PMPM (per member per month spend) was $84.94, a decrease of
0.19% compared to SFY 2012
= Buprenorphine and buprenorphine/naloxone are drugs used to treat opiate addiction. In SFY 2013,
there was an 11% increase in utilization and 5.9% increase is cost compared to SFY 2012. These
drugs continue to be the DVHA’s most utilized and highest cost expenditure for drugs.
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a. Reducing Administrative Burden on Providers and Beneficiaries

The DVHA is committed to reducing the administrative burden for providers and beneficiaries, in part by
streamlining and improving the exchange of health information through electronic prescribing (e-
prescribing) and electronic prior authorizations.

Documented health benefits of e-prescribing include medication safety advantages, increased system
efficiency and reduction in routine problem orders. E-prescribing also is a key aspect of Meaningful Use
and is consistent with Vermont’s Health Information Exchange (HIE) goals. Vermont’s latest SureScripts
report indicates that 93% of pharmacies in Vermont are accepting e-prescribing and refill requests (e-Rx),
and prescriptions are routed electronically by 82% of Vermont prescribers. Vermont is ranked seventh by
SureScripts Safe-Rx ranking system (Ref: http://www.surescripts.com/about-e-prescribing/progress-
reports/state.aspx?state=vt), which is based on patient eligibility, medication history, and the percentage
of prescriptions routed electronically.

Effective November 1, 2012, the DVHA expanded its e-prescribing capabilities to include the entire
SureScripts network, which dramatically increased the rate of e-prescribing for Medicaid providers. The
DVHA continues to focus on increasing the percentage of Medicaid prescriptions sent electronically and
improving the way Medicaid eligibility, medication history, and preferred drug list information are
displayed to providers.

The DVHA currently is procuring a new PBM contract to begin January 2015. The contractor will be
required to meet industry expectations for interoperability and health information exchange, including
electronic prior authorization requests through web portals and provider electronic health records.

b. Improvements in Coordination of Benefits Process

In late 2012, the DVHA and its PBM implemented a new program known as enhanced coordination of
benefits (e-COB) to improve point-of-sale pharmacy claims processing, which reduces the need for
manual post-payment coordination-of-benefits intervention. This initiative relies on health insurance
enrollment information obtained from various sources to identify and deny claims — at the point of sale —
that should be billed to primary insurers before being billed to the DVHA, the payer of last resort. When
the DVHA denies the claim, a message is included that provides the correct insurance billing information
to the pharmacy. As this program was being discussed, the DVHA recognized it had additional
information available from primary insurers that could be included in the eligibility file provided to the
PBM vendor and consequently available at the point of sale. The combination of providing additional
third party liability (TPL) information from primary insurers with PBM implementation of the e-COB
program has resulted in decreased payment by the DVHA for beneficiaries with other insurance.

c. Psychotherapeutic Drug Management in Children

The DVHA’s Pharmacy Unit participates in the Psychiatric Medication for Children and Adolescents
Trend Monitoring Group, which includes members from the DMH, the DCF, Catamaran (DVHA’s PBM)
and psychiatrists. The purpose of the work group is to assess and reduce the use of antipsychotics in
children in Vermont. With support from the VCHIP at the University of Vermont, the group analyzed
data obtained through a survey of all prescribers of antipsychotic medications for Medicaid children. The
survey served a dual purpose of informing the work group of prescribing practices in Vermont, and as a
medical necessity review for each pediatric beneficiary being prescribed an antipsychotic. The work
group now is developing best practice recommendations for Vermont’s prescribing medical providers
who serve children and adolescents with mental health needs.
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The DVHA continues to participate in the Center for Health Care Strategies Technical Assistance (TA)
Grant, known as Improving the Appropriate Use of Psychotropic Medication for Children in Foster Care.
A goal of the TA grant is to track the overall well-being outcomes of children in foster care. To assess
these outcomes the work group will implement use of the Child and Adolescent Needs and Strengths
(CANS) tool. Additionally, Vermont is participating in the Psychotropic Monitoring Quality
Improvement Collaborative (PMQIC), which also includes Illinois, New Jersey, New York, Oregon and
Rhode Island. The PMQIC has developed a measure that all states will use to gather baseline and trend
data over the three-year course of the grant.

d. Retrospective Utilization Reviews

In addition to a continued focus on the appropriate use of mental health medications, the DVHA and the
DUR Board also perform retrospective drug utilization reviews of a variety of drugs with the potential for
abuse. These reviews look at patterns of prescribing and utilization, and lead to development of
recommendations for point-of-sale edits and educational initiatives to encourage evidence-based
utilization. Reviews during 2013 included muscle relaxants, methadone, benzodiazepines, and the
concurrent use of buprenorphine products with opiates.

e. Growth in Specialty Pharmacy Utilization

Specialty Pharmacy includes drugs that require difficult or unusual delivery processes or patient
management before or after administration. Specialty drug utilization and spend have continued to
increase. In Vermont, specialty drug costs were 16.2% of total paid pharmacy claims in SFY 2013, which
represents an increase of 9.6% from the previous year. The top 20 specialty drugs represented 66% of
specialty drug costs. Manufacturers’ prices for widely used specialty drugs increased on average 8% from
SFY 2010 to SFY 2011, and another 12% from 2011 to 2012.

Since November 2008, the DVHA has achieved cumulative savings of $3,586,676 by contracting with
Wilcox Pharmacy of Vermont and BriovaRx of Portland, Maine, for specialty pharmacy services.

v.  Mental Health System of Care

Following the abrupt closure of Vermont’s only state-run psychiatric hospital due to flooding from
Tropical Storm Irene just before the start of FFY 12, Vermont has continued to implement changes and
enhancements to the adult men